Introduction: Studies have shown high prevalence of human immunodeficiency virus (HIV)/sexually transmitted infections (STIs) among men who have sex with men (MSM) globally. Other studies have shown that barriers to accessing the HIV/STI services from the health facilities are among the factors that contribute to the increased prevalence among MSM. This study was aimed at determining the proportion of MSM who accessed health care and disclosed their sexual orientations to health workers (HWs) and anticipated barriers if they disclosed their sexual orientation.
Introduction
The term "men who have sex with men" (MSM) is an inclusive public health term encompassing both gay men and bisexual men who engage in sexual activity with other males, regardless of their motivation for doing so or identification of a specific sexual orientation [1, 2] .
The Joint United Nations Programme on HIV and AIDS (UNAIDS) reports that human immunodeficiency virus (HIV) continues to be a major public health concern regards to MSM accessing health services and providing baseline information to policy makers and HIV and STI implementers.
Material and methods

Study area
The cross-sectional study was conducted from April to June 2015 among MSM from four districts out of the eight Districts of Tanga Region, namely Tanga Municipal, Muheza, Pangani and Korogwe. Tanga region is a cosmopolitan region with a population of 2,045,205 [16] with differing origins, backgrounds, and behavior patterns that increase interactions including sexual interactions such as homosexuality. The HIV prevalence within the MSM population in the city is approximately 11% (Tanzania HIV/AIDS and Malaria Indicator Survey -THMIS, 2012). The study was based at Tanga Aids Working Group (TAWG) non-governmental organization that provides HIV and STI health services such as sexual health education, counseling, voluntary counseling and testing (VCT), care, HIV/STI prevention, treatments and referral services for the community including the most at-risk populations (MSM, sex workers, and injecting drug users) in all the eight districts of Tanga region for the past 3 years prior to the data collection.
Study design and population
A descriptive research design was used, in which both quantitative and qualitative methods were utilized. The study population recruited comprised MSM who lived in four districts of the study area, aged 18 years or older and having provided informed consent to participate. Those who refused to participate were excluded from the study.
During the study period the first five initial seeds were obtained from the MSM who attended centers to seek treatment, care or other HIV services such as condoms and VCT in TAWG centers found in each of the four districts of the study. Each participant was given three coupons to recruit the first wave of participants. Each wave then got three coupons to recruit the next wave until the sample of 266 participants was recruited. Proportional to size sampling was used to determine the number of participants to be enrolled per district. Tanga Municipality recruited more due to the higher number of MSM.
Data collection
Using a respondent-driven sampling (RDS) technique data were collected from March to June 2015. Each new recruit was then asked to recruit the same number as the initial seeds. Each subgroup is now independent which mitigates the biases that can result from a snowball technique. Prior to enrollment and signing informed consent the participants were provided with information regarding the study. Faceto-face interviews with questionnaires were conducted with especially in sub-Saharan Africa (SSA). A combination of multiple behavioral and medical interventions including antiretroviral treatment for HIV has led to a decline of new HIV infections amongst adults and children in SSA. For MSM the reverse is true about HIV trends, which increase daily [3, 4] . MSM are a high risk population and both the incidence and prevalence of HIV in this population are increasing in both high and low-too-middle income countries [4, 5] .
In Kenya, high HIV prevalence of 43% and incidence of 35.2 per 100 people per year for men who have sex with men exclusively has been reported [6, 7] . In Uganda studies report 42.2% prevalence of HIV in MSM compared to 5.3% in the general population and in Tanzania 22.3% HIV prevalence amongst MSM compared to 5.1% in the general population [8, 9] .
Criminalization, stigma, discrimination of MSM, lack of national strategies for prevention and access to care for MSM in most SSA countries including Tanzania are explained as among the major factors contributing to the prevalence and incidence of HIV among MSM [10, 11] .
MSM face various challenges when seeking healthcare services including stigma, discrimination, lack of confidentiality among healthcare workers, criminalization of homosexuality, the lack of awareness and sensitivity healthcare workers possess towards the needs of MSM [12] . The healthcare environment in most sub-Saharan countries is very unfriendly towards the MSM population [13, 14] . The negative perception that health workers have towards MSM discourages the HIV key population to seek healthcare services such as HIV and sexually transmitted infections (STIs), preventive treatment, care and support when they are sick or not [15] . When MSM expose their status to health workers during seeking for HIV and STIs health services, health workers blame them for being MSM and some of them totally refuse to give treatment [16] . This leads to delay or avoidance of treatment for HIV and other STIs within the MSM population which results in increased prevalence [12, 17] .
In Dar Es Salaam, Tanzania the majority of the MSM accessed HIV and STI services when they were sick and never disclosed their sexual orientation to health workers due to lack of confidentiality, fear of stigma and discrimination, shame and mistreatment at the health facilities and fear of the healthcare worker's reaction after they disclosed their sexual orientation [18] .
There is limited information on accessibility of HIV and STI services among MSM in Tanzania. Most of the country guidelines for provision of HIV and STI services are directed towards other HIV key populations and heterosexual individuals while ignoring MSM. Understanding the perceptions that MSM have towards healthcare services would help providers to understand the barriers that exist among MSM and provide a basis for developing user-friendly health services.
This study was conducted in Tanga region, in NorthEastern Tanzania, to determine the local situation with all participants focused on gathering information on identity, barriers to access available healthcare, disclosure, community life, utilization of healthcare services, perceptions among MSM with regards to healthcare workers, and social networks used for solving social problems.
Furthermore, focus group discussion (FGD) and indepth interviews were conducted to explore in detail the perceptions of reactions of healthcare workers once MSM had disclosed their sexual orientation to them. The interviews were conducted in a private and safe environment for the participants. The interviews were developed in English but carried out in Kiswahili.
Data analysis and ethical considerations
Quantitative data were entered and analyzed using SPSS software version 23.0 whereby percentages were used to summarize categorical variables and mean or median with their respective measures of dispersion summarized continuous variables. Qualitative data were analyzed manually and interpreted.
The ethical clearance to conduct the study was received from Kilimanjaro Christian Medical University, Ethical Research Committee (CRERC). A researcher was provided with an ethical clearance number 827. Permission to conduct the study was sought from Tanga AIDS Working Group (TAWG) and from District Medical Officers (DMO) of respective districts. Only numbers were used in the questionnaire for identification of the participants to avoid disclosing personal information and protection of the participants.
Results
A total of 266 men having sex with men (MSM) were enrolled in the study. Their age ranged from 18 to 53 years; with mean (± SD) age at enrollment being 27.2 (± 6.7) years. Enrolment of study participants were Tanga Municipal 180/266 (67.7%), 38/266 (14%) from Muheza, 20/266 (8%) from Pangani and 28/266 (11%) from Korogwe districts. Most study participants had either secondary or higher education 170/266 (64%) and were not formally employed 239/266 (89.8%). Of the 266 MSM, 212/266 (79.9%) reported currently having partners who were men. More than half (144/266 -54.1%) of the participants identified themselves as bisexual and practiced both an insertive and a receptive role 127/266 (47.7%), but the proportion of bisexuals who had female partners (32 -12.3%) differed from those who identified as homosexual (122 -45.9%) ( Table 1) .
About 182/266 (68.4%) seek treatment for STIs to the health facility when they are serious and 38/266 (14.3%) were self medicated by buying the drugs from the pharmacies. In seeking HIV services 185/266 (69.5%) reported not having attended health facilities to demand either HIV voluntary counseling and testing, condoms, lubricants or HIV prevention education even though they knew the places (Table 2) .
On disclosure of sexual orientation 188/266 (70.7%) MSM reported having ever disclosed their sexual orientation to health workers whether they were sick or not. Only 58/266 (21.8%) disclose their sexual orientation when they are sick. Reported barriers to disclosure of their sexual orientation include fear of mistreatment from health workers (122/266 -45.9%), lack of the confidentially (51/266 -19.2%) and stigma and discrimination (93/266 -34.9%) ( Table 3) . 
Discussion
The aim of this study was to determine the situation regarding MSM access to friendly HIV and STI services from the health facilities in Tanga region, Northern Tanzania. The key results from the study were the low proportion of the MSM who accessed the HIV and STI services, which contributed to negative or lack of user friendly services caused by the negative attitude of health workers towards MSM.
More than half of the MSM recruited in the study did not seek the HIV and STI services provided in the health facilities until they are seriously sick. Alternatively, MSM sought health care services such as the STI treatments, condoms, lubricants privately in authorized facilities and the pharmaceutical market.
This is similar to the study conducted in the USA and Tanzania which explained the delayed treatments for diseases such as HIV and STIs among MSM caused by scared doctors, not ready and feeling ashamed for being MSM [15, 17] .
Also the survey on stigma, health care access, and HIV knowledge among men who have sex with men conducted in three countries -Malawi, Namibia, and Botswana -observed strong associations between MSM health seeking behavior and stigma and discrimination from the health workers, which is similar to the results of this study [14] .
A similar study conducted in South Africa that looked at health service utilization by men who have sex with men in South African cities reported that experienced stigma, discrimination, and negative health worker attitudes are the major barriers for them to access the HIV health services [16] .
For the aim of access to health services and living comfortably the health workers should be empowered on MSM sexual orientation in order to deliver the health services safely. Moreover, the finding from the study showed that few MSM plan to disclose their sexual orientation to health workers and about two thirds of them ever disclose their sexual health orientation to health workers due to negative perception they will get from them if the health worker knows he is dealing with MSM. This includes stigma and discrimination, mistreatments and lack of confidentiality. The MSM were ready to disclose their sexual orientation to the nearest relatives rather than health workers.
Similar findings were observed in a study conducted in Dakar, Senegal on barriers to disclosure among MSM that showed that disclosure of sexual orientation among MSM is among the barriers for accessibility of the HIV services to MSM [13] .
Furthermore, another study conducted in Dar es Salaam on the barriers of the accessibility of healthcare to MSM showed that the proportion of disclosure of MSM to health workers is low compared to near relatives due to existing fear of the stigma and discrimination and mistreatments from the health workers [18] .
Strategies for reaching more MSM and empowering them to overcome perceived fears of the MSM with regards health workers should be in place.
Conclusions
The study findings showed a low proportion of the MSM who accessed the HIV and STI health services from the health workers due to fear of the stigma and discrimination, lack of confidentiality and mistreatments from the health workers. In order to achieve the goal of ending the HIV epidemic by 2030 the strategies for accessibility of the HIV and STI services to MSM, in whom prevalence is higher than the general population, should be improved. The MSM should be empowered on the accessibility of the HIV and STIs health services. This should go hand in hand with breaking the cycle of misinformation and negative perception about MSM for health workers. also thank District Medical Officers for permission to conduct the study in their respective district and research assistance during the data collection.
